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SUMMARY 

The M/S PHOENIX J, sailing under the flag of Antigua and Barbuda, had arrived to Rauma on 17 
April 2012. The vessel discharged and loaded containers and departed for Gävle, Sweden, at 
12.06 on 18 April. The vessel ran aground at 12.58 and remained on a shoal. There were leak-
ages in the bow. The vessel was refloated from the shoal by a salvage company, and she was 
towed to port on 22 April. The damages were inspected by the Finnish Transport Safety Agency 
and the classification society, and they granted the vessel permission to transfer to Germany for 
repairs after temporary repair measures had been completed and the cargo had been dis-
charged. 

On the voyage the Pilot disembarked the vessel before the actual pilot boarding area after agree-
ing on this with the Master. The disembarkation took place somewhat north of the fairway area 
and in this way the Pilot could transfer to the pilot boat in the lee of the wind. An inbound vessel, 
M/S HARBOUR FOUNTAIN, which the Pilot was to board next, had proceeded past the pilot 
boarding area and the Pilot decided to bring forward the transfer more than usual. The Master of 
the PHOENIX J lost his perception of the vessel’s exact position possibly because of the 
manoeuvring required by the Pilot's disembarkation, in which the vessel provided lee for the pilot 
boat by performing a sharp turn to north. Immediately after this the Master changed the vessel's 
course to 254 degrees towards Gävle, but this was done too early. This heading led the vessel 
towards a shoal. The Chief Officer had recommended that a course of 270 degrees should be 
used. At the same time the VTS operator monitored the Pilot boarding the inbound vessel, which 
had already proceeded far and close to the southern border of the fairway, where the fairway 
starts to narrow. Due to this monitoring and the temporary disturbance in his display unit, the VTS 
operator noticed that the PHOENIX J was proceeding towards a shoal so late that the grounding 
could not, in spite of a warning, be avoided. 

After the accident the Finnish Transport Agency in its role as authority responsible for VTS opera-
tions and Finnpilot Pilotage Ltd agreed on common practices in order to improve cooperation in 
the Sea of Bothnia pilot boarding area 7 May 2012. These practices render the operations clearer 
and thus improve the safety of vessel traffic. The objective is to improve the mutual communica-
tion and reciprocal situational awareness between the VTS and pilots. 

As the result of the investigation, the Safety Investigation Authority recommends that Finnpilot Pi-
lotage Ltd and the Finnish Transport Agency in its role as the VTS authority ensure that the pro-
cedures noted on 7 May 2012 on improving of cooperation between pilots and the VTS have 
been adopted in the Sea of Bothnia area and that they will be extended to cover all Finnish pilot-
age areas. It is recommended that Finnpilot Pilotage Ltd specify its pilotage instruction in such a 
way that the pilot, if the pilotage ends before the pilot boarding area, understands to indicate 
clearly to the master the position of the vessel and the route out past the pilot boarding area and 
makes sure that the master has understood the aforementioned. The Finnish Transport Agency is 
recommended to create and to implement automatic alarm boundaries in the fairways at places 
where they are considered to improve safety and also to study possibilities to specify the VTS in-
structions for ships in such a way that anchored ships must ask VTS for permission before de-
parting. 
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The Safety Investigation Authority has made a safety observation regarding the PHOENIX J 
case. In the course of pilotage the master of the vessel may leave the manoeuvring of the vessel 
entirely to the pilot and does not adequately monitor the passage of the vessel. In addition, 
he/she has to monitor the disembarkation of the pilot to the pilot boat in which case the vessel 
may significantly diverge from the fairway and its direction. Therefore the exact position of the 
vessel may not be clear for the master when the pilot disembarks the vessel. The audits of the 
vessel and shipping company SMS performed by the Finnish Transport Safety Agency and the 
Maritime Administration of Antigua and Barbuda should ensure that the systems in question re-
quire that the master and the officer of the watch check, together with the pilot, the vessel's posi-
tion and continued route before the pilot leaves the bridge. 
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FOREWORD 

The Safety Investigation Authority received information on the grounding of the M/S PHOENIX J 
off Rauma on 18 April 2012. Refloating the vessel from the shoal took a couple of days and the 
vessel was towed to the Port of Rauma on 22 April. An investigator visited the vessel together 
with representatives from the Finnish Transport Safety Agency on 24 April. The investigator ob-
tained some documents, took photographs and was told about the course of events. On the basis 
of a preliminary investigation, the Safety Investigation Authority decided on 31 May to initiate a 
safety investigation. Lic.Sc. (Tech.) Olavi Huuska was appointed as the head of the investigation 
group and sea captain Rainer Dahlblom was appointed as a member investigator. Chief Marine 
Accident Investigator Martti Heikkilä was appointed as investigator-in-charge. 

During the past few years many accidents and incidents have occurred shortly after the pilot has 
left the vessel. Therefore this investigation discusses more extensively such aspects related to 
the disembarkation of pilot which can lead to navigational errors and dangerous situations caused 
by these errors to the piloted vessel. 

The flag state of the vessel is Antigua & Barbuda, and an agreement has been made with the 
safety investigation authority of Antigua & Barbuda that the Finnish authorities conduct the inves-
tigation of the accident and flag state authorities assist if need arises. The investigation is not a 
joint investigation. 

The time used in the Investigation Report is the Finnish summer time (UTC+3). The time used on 
the vessel was UTC+2. 

Statements concerning the Investigation Report. The final draft of the Investigation Report 
was sent on 23.7.2013 for statements to the Finnish Transport Safety Agency and the Maritime 
Administration of Antigua and Barbuda, Finnpilot Pilotage Ltd, the Finnish Transport Agency and 
the shipping company as well as the master and the pilot as prescribed in the Safety Investigation 
Act (525/2011). Owing to the statement of the Finnpilot Pilotage Ltd, an additional request for 
statements was sent to the Finnish Transport Agency and the Finnish Transport Safety Agency 
on 29.8.2013. The statements can be found as an Appendix to this Investigation Report. The 
statements have been taken into consideration when finalising the Investigation Report. 

The Investigation Report is translated into English by Minna Bäckman. 

Documents are archived at The Safety Investigation Authority. 
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1 EVENTS AND INVESTIGATIONS 

The investigators have received information about and documents on the case from the 
shipping company, the Finnish Transport Safety Agency, the classification society, the 
salvage and diving company, the Finnish Meteorological Institute, West Coast VTS and 
Finnpilot Pilotage Ltd. The view from the vessel's navigating bridge was recorded on 27 
April as a panorama shot from the places occupied at the time of the accident. 

1.1 Vessel 

1.1.1 General information 

Owner  Schiffahrtsgesellschaft MbH&Co, Haren/Ems Germany 
Operator  Jungerhans Maritime Services, Haren/Ems Germany 
Year of construction 2010, Jiangdong shipyard in China 
Type  Container ship 
Flag State  Antigua and Barbuda 
Home port  St. John’s 
Call sign  V2FE2 
IMO no  9504047 
Length, max.  151.72 m 
Breadth  23.40 m 
Draught, summer  8.00 m 
Deadweight, summer 12883 t 
Container capacity  1036 TEU, of which 250 for refrigerated containers 
Gross tonnage  10585 
Net weight  5372 
Speed, max.  19.0 knots  
Main engine  MAK 9 M43 C, 9000 kW, 500 RPM 
Bow thruster  800 kW 
Classification society Germanischer Lloyd, 100 A5 E3 

Figure 1. M/S PHOENIX J aground. Photo: the Finnish Border Guard. 
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1.1.2 Manning 

According to the vessel’s manning certificate, the minimum number of crew is 13. On the 
accident voyage, the vessel had a crew of 15. The Master was Polish (born 1960), had 
acted as a master for 14 years and had experience of the particular vessel type from 
approx. one year. He had acted as the Master of the PHOENIX J for approx. one month. 
This was his first voyage to Rauma. The Chief Officer (born 1972) was from Ukraine, 
had acted as a chief officer for 8 years and worked on the vessel for three months. The 
Second Officer (born 1970) was also from Ukraine, had acted as an officer for 6 years 
and worked on the vessel for approx. 2.5 months. The Chief Engineer was Russian and 
the Second Engineer was Ukrainian. The rest of the crew were from the Philippines, 
Cap Verde and Russia. 

1.1.3 Navigating bridge and bridge equipment 

The general arrangement of the navigating bridge (Figure 2) is open and the bridge pro-
vides good visibility both forward and to the sides. There is visibilty aftwards only from 
the bridge wings. For navigation and manoeuvring there is a straight desk in the front 
part of the bridge. There are two workstations, one is for the person who manoeuvres 
the vessel and the other is for monitoring purposes. 

Figure 2. General arrangement of the navigating bridge of the PHOENIX J. The dot-
ted areas offer no visibility aftwards (Figure 3). 

Both workstations have their own manoeuvring consoles and screens for the radar and 
the ECDIS equipment. 

The control equipment for e.g. the main engines, manoeuvring and VHF radios are lo-
cated in the common middle console. The indicators for e.g. propeller revolutions, bow 
thruster power, gyro compass and anemometer can be found in the ceiling console 
above the desks. 

 



 
 
M2012-02 
 
M/S PHOENIX J (ATG) grounding off Rauma 18.4.2012 

 
 

 3

Figure 3. The navigating bridge desks photographed from the starboard side on 27 
April. 

Navigational and communication equipment	

 

 

 

 

 

 

 

 

 

 

(*connected to the VDR device 

Radar x-band (3 cm) SAM Electronics  

ARPA display  Chartradar 1100 (*      2 units 

Radar S-band (10 cm) SAM Electronics  

ECDIS  SAM Chartpilot (* 

Magnetic compass C.Plath  

Gyrocompass Anschütz Std 22 (* 

Speed log SAM Electronics (* 

Echo sounder SAM 4620 (* 

Automatic steering Anschütz Pilotstar D  

GPS receivers  SAAB R4 (*        2 units 

AIS transponder SAAB R4 (* 

VHF + DSC equipment DEBEG (*        2 units 

other GMDSS equipment DEBEG A3 

 Inmarsat-C T&T-3020C duplex 
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Figure 4a. The middle console and the manual rudder in the steering column. The 
master was steering the vessel when she ran aground. 

Figure 4b. Sensor displays in the middle console. 1 = echo sounder, 2 = gyro com-
pass, 3 = speed log, 4 = rudder angle indicator, 5 = multi-function display. 
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Figure 4c. The most important steering consoles in the middle desk. 1 = engine and 
navigating phone, 2 = VHF+DSC, 3 = steering gear pumps, 4 = selector for 
manoeuvring position, 5 = automatic steering, 6 = engine power/propulsion, 
7 = bow thruster, 8 = window wipers. 
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Figure 5. The starboard bridge wing desk and its steering console. The Master 
steered the vessel from here when the pilot was disembarking the vessel. 
An identical desk can be found on the port bridge wing. 

1.1.4 Engines and the engine room 

Not relevant concerning the accident. 

1.1.5 Cargo situation1 

The PHOENIX J was carrying 6383.3 tons of containers in total. There was no cargo 
classified as dangerous on the vessel. The vessel carried 921.8 tons of fuel and 2503 
tons of ballast water; the total displacement was 15574.5 tons. When the vessel depart-
ed from Rauma, the forward draught was 6.81 m and the aft draught was 7.64 m. In ad-
dition, the stability complied with the regulations. 

1.2 Accident event 

1.2.1 Weather conditions 

The Finnish Meteorological Institute has provided the weather, wave and water height 
information for the time of the accident and the rescue activities2. At the time of the acci-
dent, the wind was blowing from west with the speed of approx. 10–12 m/s (Figure 6). 
There was slight sea, the significant wave height was approx. 1 m. The visibility was 
good. 

                                                  
1 The printout on the vessel’s condition status report on 18 April 2012 at 11.38 
2 The Finnish Meteorological Institute; wind conditions in Kylmäpihlaja, water level according to the Rauma mareograph and 

wave estimates, emails 6–8 August 2012. 
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Wind interrupted the attempt to refloat the vessel on 21 April (Figure 14). Water level 
varied during the rescue activities (Figure 15). 

Figure 6. Wind condition in Kylmäpihlaja during the grounding, the red vertical line. 
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1.2.2 Starting the accident voyage 

The PHOENIX J arrived from Kotka to Rauma on 17 April. After the loading operations, 
normal departure preparations and inspections according to the vessel-specific check-
list were made. The departure draught forward was 6.8 m and aft 7.6 m. The vessel had 
a voyage plan3 which had been compiled in table form and marked on a paper chart, but 
the route had not been entered into the electronic chart system (ECDIS). The vessel 
was on her way to Gävle, for which a heading of 254 degrees from the Rauma Light-
house had been entered to the voyage plan (Figure 7). 

The Pilot4 had received a pilotage order from the Pilot Order Centre at approx. 10 
o’clock: a vessel was departing from ro-ro-quay 7 at 12 o’clock, and one vessel was 
coming in. The Pilot arrived to the vessel at 11.54 on 18 April. The Pilot informed to the 
West Coast VTS that the PHOENIX J was heading out. The Pilot and the VTS operator 
confirmed from each other that the officers of the M/S HARBOUR FOUNTAIN5, which 
was inbound to Rauma and waiting out at the sea, were aware of this double pilotage. 
The vessel was let go from the quay at 12.06. The Chief Officer took care of the 
manoeuvring of the vessel till the beginning of the fairway. 

In the fairway the Pilot piloted using PHOENIX J’s equipments. To start with, he used 
manual rudder and later switched over to automatic steeringThe Pilot asked the Master 
if he could leave the vessel before the pilot boarding area. The Master was fine with this, 
even though he had originally planned to leave the Pilot at the pilot boarding area. The 
Pilot agreed upon the route with the Master during the voyage. At this point, a turn to-
wards north for leaving the Pilot was also agreed on. The vessel would thus provide the 
pilot boat lee from the wind. 

The HARBOUR FOUNTAIN had been asked to be at the pilot boarding area “quarter to” 
(i.e. 12.45)6. The vessel called the Pilot first at 12.08 and then three times 12.15–12.16, 
but received no answer7. The Pilot agreed at 12.16 with the VTS using Finnish language 
that because of strong westerly wind he would board the inbound vessel from the port 
side8. 

The VTS operator called the HARBOUR FOUNTAIN in English at 12.17. The vessel in-
formed that she had started to proceed towards the pilot boarding area. The VTS opera-
tor acknowledged this and informed that the pilot ladder would be on the port side and 
that the Pilot was on his way to the pilot boarding area onboard the outbound  
PHOENIX J. 

                                                  
3 PHOENIX J Voyage Plan, 17 April 2012 
4 The description of the pilot’s action is based on his hearing on 11 September 2012. 
5 Chemical tanker, length 124 m, breadth 22 m, deadweight 16909 tons, flag state Portugal, call sign CQKH 
6 The VTS recording does not include this. Based on the discussion with the Pilot. 
7 It is normal practice in Finland that the local pilot stations are not prepared to listen to pilot orders. 
8 On this fairway area it has become a common practice to ensure the safety of the pilot by turning the outbound vessel north 

before the pilot boarding position in an area where there is plenty of deep water. An inbound vessel has to be turned to-
wards south. There is less space on the south side of the fairway and manoeuvring the vessel there is more demanding. 
The practice has been motivated by using a phrase from the Pilotage Act (“if necessitated by weather or ice conditions”). In 
the last resort, the pilot has decided in which situation this exception is to be applied. 
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The Pilot contacted the HARBOUR FOUNTAIN at 12.32.309. He agreed on the meeting 
and told that he would steer the PHOENIX J outside the northern fairway in five minutes 
and disembark the vessel and leave towards the HARBOUR FOUNTAIN onboard the pi-
lot boat. In this way the vessels would meet “port to port”. The HARBOUR FOUNTAIN 
acknowledged this and also the Master of the PHOENIX J heard this. The HARBOUR 
FOUNTAIN passed the pilot boarding area at approx. 12.39 and continued without re-
ducing speed. The VTS did not intervene with the passage of the vessel. 

1.2.3 Scene of the incident 

The movements of the PHOENIX J and HARBOUR FOUNTAIN at 12.34–12.58 have 
been compiled in Figure 7. The figure also shows the movements of the pilot boat L-241 
at 12.44–12.58. 

Figure 7. The accident area. The route of the PHOENIX J is indicated in green colour 
and it is based on the AIS data recording (VTS). Red colour has been used 
to indicate the position of the HARBOUR FOUNTAIN with the interval of two 
minutes, times in italics. The orange/black circle has been used to indicate 
the position of the pilot boat while it moved from one vessel to the other. 
The brown broken curve is in the distance of 1 Nm from the pilot boarding 
area. After the disembarkation of the pilot the PHOENIX J turned too early 
to the course leading to Gävle from the Rauma lighthouse (254 degrees). 

The pilot boarding place has been marked clearly on the chart (violet diamond inside a 
circle). The pilot left the vessel before the pilot boarding area marked on the chart. This 
practice is usual in Rauma when there are strong westerly winds. 

                                                  
9 In the VTS recording 
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1.2.4 The incident 

In addition to the Pilot, the Master and the Chief Officer were on the bridge of the 
PHOENIX J10. The Pilot steered the vessel which gave way to the incoming HARBOUR 
FOUNTAIN by proceeding towards north, outside the fairway. After that the vessel di-
rected its bow to north so that the pilot could disembark the vessel safely. 

Before leaving and handing over the con to the Master, the Pilot still confirmed whether 
everything was clear and if there were any questions. He showed the vessel’s position 
on the ECDIS chart. The Master said that everything was clear. According to the Pilot’s 
assessment, the manoeuvring equipment of the vessel was up-to-date and in good 
working order. The Pilot left the bridge at approx. 12.40 when the time it took for him to 
get to the pilot boat is taken into account. In Figure 7 this corresponds to the moment af-
ter the vessel has turned to north. The speed of the vessel was approx. 10 knots when 
the Pilot transferred to the pilot boat. In the course of the disembarkation of the Pilot, the 
PHOENIX J proceeded 600–700 m. The Pilot left the vessel at 12.4211. 

After the Pilot had left the bridge, the Master took over the manoeuvring of the vessel. 
During the pilot disembarkation operation, he manoeuvred by using manual steering 
from the starboard bridge wing. There was no chart display or radar on the starboard 
bridge wing. The Master has told that he could not monitor the proceeding of the vessel 
and was not aware of the vessel’s position during the disembarkation of the Pilot and the 
turn following it. The Chief Officer claims to have known the vessel’s position based on 
the electronic chart and that he saw the green buoy. 

After the Pilot had disembarked the vessel, the Master presumed that the vessel had 
moved too much northwards and initiated a sharp turn to west-south-west. The Chief Of-
ficer marked the route on the electronic chart by using orange colour12. The Master con-
firmed the course alteration from the Chief Officer, who recommended a heading of 270 
degrees. The Master, however, eventually steered the vessel to the heading of 254 de-
grees. 

At 12.48 the Master informed that preparations for taking the vessel to the open sea 
voyage would be started. All crewmembers had been allocated their own duties. The 
Master also issued an order to perform a safety check. The Chief Officer called Gävle, 
which was the next port of call. At this stage the Second Officer arrived to the bridge. 
When the Master noticed that the route had not been entered on the radar, he asked the 
officers to come to him and enquired about the draught of the vessel. The answer was 
7.60 m. 

The Pilot transferred on the pilot boat to the HOURBOUR FOUNTAIN at approx. 
12.4813. After this, when the pilot boat left the vessel’s side, the vessel was close to the 
southern edge of the fairway. The HARBOUR FOUNTAIN immediately started to move 
towards the navigation line. 

                                                  
10 According to what the Pilot remembers, there might have been on the bridge one more person who dealt with some papers 

somewhat more to the side. 
11  The vessel’s logbook. In the VTS recording the pilot boat leaves the vessel at 12.42.20. 
12  The route from Rauma lighthouse to Gävle pilot boarding area, course 254 degrees. 
13  In the VTS recording. 
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The West Coast VTS monitored the movements of the outbound PHOENIX J and the 
inbound HARBOUR FOUNTAIN. The VTS operator14 monitored more closely the latter 
one, because the embarkation of the Pilot took place on the southern edge of the fair-
way area and in addition close to an edge mark, Figure 8a. 

Figure 8a. The positions of the vessels and the pilot boat at approx. 12.52. 

The pilot boat left the side of the HARBOUR FOUNTAIN at 12.48.20 (Appendix 1) and 
the Pilot informed at 12.51.32 that he was onboard the HARBOUR FOUNTAIN. The 
VTS operator had zoomed the display to monitor the HARBOUR FOUNTAIN, which was 
in the narrowing part of the fairway and approaching a narrow, dredged fairway section. 
The PHOENIX J could not be seen on the display. After this the VTS operator zoomed 
out the display outlook, which then for some time became dark. When the display was 
functioning again, the PHOENIX J had passed the edge of the fairway area, but it had 
not turned on the line leading out. The vessel was close to position from which a 5.5-
metre deep fairway leads southwards, Figure 8b. 

The Master of the PHOENIX J was manoeuvring the vessel by using automatic steering. 
The investigators have not obtained information on the settings of the automatic steer-
ing, on e.g. the limitation of the rudder angle or on angular velocity. 

Figure 8b. The vessels’ positions at approx. 12.56. 

The AIS data shown on the VTS operator’s display was 7.6 m for the vessel’s draught, 
but this piece of information is not necessarily correct15. Therefore the VTS operator 

                                                  
14 The description of the VTS operator’s actions is based on an interview held on 27 September 2012. 
15 According to the West Coast VTS Operations Manual, the draught from AIS information has to be confirmed verbally. 
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immediately contacted the vessel at 12.56.1816 and asked about her draught. The Se-
cond Officer, who had just arrived on the bridge, answered that the draught was 7.6 m. 
After receiving the answer, the VTS operator informed that the vessel was about to run 
aground. The conversation took approx. 1/2 minute, and one minute after the conversa-
tion had ended, at 12.58, the vessel ran aground even though the Master had turned the 
vessel towards port. 

The VTS concluded that the PHOENIX J had stopped on a 5.2 m deep shoal, and con-
tacted the vessel at 13.00. The Master informed that the vessel was aground. The ves-
sel was asked to inform whether and what kind of assistance was required. The vessel 
was aground on the Reilander shoal, where the depth of water is mainly 5–6 m (some-
what further only 2.3 m, Figures 7 and 10). The vessel informed that her position was 
61°06.8105’ N and 021°09.0753’E. 

Figure 9. PHOENIX J aground. The number of containers shown in the figure is a 
theoretical maximum (source: the shipping company webpage). Figure 1 
shows the number and location of containers at the time of the accident. 

According to the diver’s report17 the vessel was aground from midships towards the bow 
(between the frames 90–118 and 138–153), Figure 9. Her forward draught was approx. 
5 m and the aft draught was approx. 8.7 m, and she had a starboard list of approx. 2.5 
degrees18. 

The most important events and their times can be seen in Table 1 below. Figure 10a 
portrays the vessel’s position when the VTS contacted her, and in Figure 10b the vessel 
is heading towards the shoal at 12.56.52 with a full speed of 13.2 knots. 

                                                  
16 VTS calling the PHOENIX J in the VTS recording. 
17 The reports of DG-Diving Group on the dives on 19 and 23 April 2012. 
18 The vessel’s logbook. 
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Table 119. The times of the events. PJ stands for PHOENIX J and HF for HAR-
BOUR FOUNTAIN. In closer detail in the text. 

 

                                                  
19 In order to illustrate the passing of time, all lines in the table indicate the interval of one minute 11.54–13.01. 
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Figure 10a. The position of the PHOENIX J when the VTS started the approx. 20-
second-long communication at 12.56.18. Print screen from the VTS record-
ing. 

Figure 10b. The PHOENIX J about to run aground with the speed of 13.2 knots at 
12.56.52. Print screen from the VTS recording. 
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The section figures in Appendix 1 contain extracts from the VTS recording from the time 
when the vessel was preparing to disembark the Pilot and her proceeding to the shoal. 

1.2.5 Measures after the incident20 

After the grounding, the OOW raised alarms on the vessel. The Second Officer switched 
the grounding-mode to the AIS system. After that the Master contacted the VTS and 
asked the Second Officer to check how the crew assembled at the muster station was 
doing. The water level of the vessel’s tanks was checked (sounded) and the tightness of 
the cargo holds was inspected. The water depth around the vessel was checked. The 
main engine was stopped at 13.28. The port anchor was lowered at 13.48. The Coast 
Guards arrived at 14.50 and breathalysed the crew; the result was zero permilles. The 
Alfons Håkans tugboat NEPTUN arrived at the scene at 18.10 and the rescue opera-
tions began. 

1.2.6 Injuries to persons 

There were no injuries to persons. 

1.2.7 Damages to the vessel21 

It was concluded in the inspections that there was water in the aft part of cargo hold 
number 1 as well as in the pipe tunnel. 

Figure 11. The extent of the leakages. Drawing Germanischer Lloyd. 

The even part of the vessel’s bottom from midships towards the bow, extending between 
frames 90 and 183, had been damaged. There were fractures and dents in the bottom 
plates. In addition to the pipe tunnel, there were leakages in the following ballast tanks: 
forepeak, double-bottom tanks 1 and 2 in the middle and 3 on the starboard side. There 
was a leakage in cargo hold number 1. The water level in the cargo hold remained at 15 
cm with the help of the vessel's own pumps. The bottom of the hold had risen somewhat 
up on a large area and split at frames 122–124, next to the longitudinal bulkhead. Sev-
eral cracks, which were as long as 600 mm and as deep as 400 mm, were detected in 
the area of the even bottom between the frames 95 and 183, to port from midships (Fig-
ure 13). The bulkhead of the starboard side heavy fuel oil tank on frame 118 had buck-
led just above the bottom of the hold. No leakages were detected in the heavy fuel oil 
tanks (Figures 11, 12a and 12b). 

The rudder and the propeller were not damaged, and the bow thruster was also intact. 

                                                  
20 The times from the vessel’s logbook. 
21 Reports by the Germanischer Lloyd inspector on 20 and 23 April 2012 and Figures 14a and 14b. (based on the reports by 

the divers). 
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Figure 12a. A graph by the classification society on the damages to the bow. Drawing 
Germanischer Lloyd. 

Figure 12b. A graph by the classification society on the damages more aftwards. Draw-
ing Germanisher Lloyd. 
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Figure 13. Crack at the bow on frame 182. Photo taken by the diver. 

1.2.8 Registration equipment  

The vessel has an S-VDR, which records radar image and information based on it as 
well as communication on the bridge and other sounds. This material was not received 
from the shipping company. 

1.2.9 Operation of the VTS and supervision systems  

The investigators obtained for their use the VTS files on the time of the accident. The 
passage of the PHOENIX J, the HARBOUR FOUNTAIN and the pilot boat can be seen 
in the recording which also contains the VHF communication during the incident. The 
VTS channel is 9 (simplex). The channel reserved for pilots is 13 (simplex)22. 

1.2.10 Fairway equipment 

The Rauma lighthouse stands approx. 3 kilometres north from the pilot boarding area 
and acts as a good reference point. On the southern side of the fairway there is a plastic 
light buoy 0.45 Nm SSW as well as an east spar buoy west of the grounding position. 
The fairway equipment was in working order and in their correct places. 

1.3 Rescue activities 

1.3.1 Alerting activities 

The VTS informed the Maritime Rescue and Coordination Centre and Turku Radio 
about the situation with a 20-second-long communication23 at 13.00.08. The MRCC has 
noted receiving information at 13.0224. The MRCC contacted the vessel with VHF and 
learned about the situation: no injuries to person, vessel aground and situation calm. A 
coastguard patrol and a RIB boat from the Rauma coastguard and patrol boat TURSAS 

                                                  
22 The purposes of use of maritime VHF channels in Finland, the Finnish Communications Regulatory Authority 22 September 

2004. A simplex channel is formed from one frequency, the listening and speaking is done in turns. 
23 In the VTS recording 
24 MRCC list of actions 23 April 2012, action 342  



 

 
 

M2012-02
 

M/S PHOENIX J (ATG) grounding off Rauma 18.4.2012

 
 

 18

as well as a helicopter from the guard flotilla (RajaHeko100) and a patrol plane (Fin-
nGuard800), which was on a patrol flight, were alerted to the scene. It took 10 minutes 
for the last-mentioned to arrive to the scene, and it did not detect any discharges or a 
list. 

1.3.2 Initialising rescue activities 

The Rauma patrol breathalysed the watchkeeping crew and performed the preliminary 
hearing and gathering of documents. The MRCC arranged with the Finland’s environ-
mental administration that TURSAS prepared for possible prevention of an oil spillage. 

The RajaHeko100 helicopter was ordered to standby at the Pori airport, but it was later 
released from this duty after which it transferred to Turku. Preparedness for an evacua-
tion operation was continuously maintained. 

At 13.21 the MRCC notified a Maritime Inspector in Vaasa about the incident and at 
13.44 the Safety Investigation Authority. The salvage company Alfons Håkans started to 
mobilise its vessels and equipment at 15.00. At 18.10 the tugboat NEPTUN arrived to 
the PHOENIX J with the Maritime Inspector onboard. The situation on the vessel was 
investigated and a diver surveyed the vessel's damages already in the evening of 18 
April. 

1.3.3 Rescuing the vessel25 

The salvage company brought tugboats and salvage equipment to the scene. On 20 
April pumps were installed on the vessel and pneumatic appliances in the leaking tanks. 
Tightening and patching work was continued on 21 April when an attempt was made to 
refloat the vessel. The attempt was interrupted because of a strong wind, Figure 14. The 
sea level during the rescue operations is shown in Figure 15. 

Figure 14. Wind conditions during the rescue operations in Kylmäpihlaja. The green 
line indicates the time of refloating. 

                                                  
25 The vessel’s logbook and the report by the salvage company 
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Figure 15. Sea level in Rauma at the time of the accident and rescue operations. 

In the afternoon of 22 April water was pumped off the tanks in the bow and water was 
pumped to aftpeak tanks. The vessel was refloated from aground at 15.45 on 22.4.2012. 
After the refloating, the forward draught was 5.4 m and the draught aft was 8.4 m. Tug-
boats took the vessel to the port. The Finnish Transport Safety Agency and the classifi-
cation society inspected the vessel’s damages and leakages. On 24 April, the diver 
patched the leakages with temporary solutions using wooden wedges and patching 
mats. 

Figure 16. Attempt to refloat the vessel on 21.4.2012. Photo by the diving company. 
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On the request made by the Finnish Transport Safety Agency the vessel’s cargo was 
unloaded. After getting a written permission, the vessel left for a dockyard in Germany 
without assistance. The classification inspection of the repairs to the vessel was carried 
out in Bremerhaven on 1.8.2012. Altogether 13 new double bottom sections were in-
stalled. 

1.4 Special investigations 

1.4.1 Investigations on the vessel and at the scene of the incident 

An investigator photographed the vessel’s bridge and talked with the Master, the officers 
and with a shipping company representative on 24 April 2012. The bridge was photo-
graphed as a panorama shot on the commissioning by the Safety Investigation Authority 
on 27 April26. 

1.4.2 Technical investigations 

The technical investigations mainly concentrated on the studying of the VTS recordings. 

1.4.3 Actions by the crew and passengers 

The crew acted after the grounding under the command of the Master in accordance 
with the vessel’s emergency instructions. 

1.4.4 Organizations  

Several organizations were involved in the accident. The Rauma pilot station of the 
Finnpilot Pilotage Ltd belonging to the administrative section of the Ministry of Transport 
and Communications was involved, as was the West Coast VTS belonging to the Finn-
ish Transport Agency. In addition, the vessels PHOENIX J and HARBOUR FOUNTAIN 
and their shipping companies were concerned. 

It is worth noticing that even though pilotage and vessel traffic services both belong to 
an administrative section of the Ministry of Transport and Communications, the admin-
istration and supervision of their operations lie within different organizations. The Finnish 
Transport Safety Agency supervises pilotage, and the Ministry of Transport and Com-
munication acts as the competent authority as regards to vessel traffic services27 
whereas the Finnish Transport Agency acts as the corresponding administrative authori-
ty. 

The master of the vessel is responsible for the safe operating of the vessel. The flag 
state authority is the primary organ monitoring the company and its vessels to ensure 
compliance to all international rules, regulations and conventions. It is the responsibility 
of the shipping company to define safe practices concerning the deployment of the ves-
sel and to ensure that these practices are observed (SMS, see 1.5.1). 

                                                  
26 Tiimataito Oy 
27 Vessel Traffic Service Act, 5.8.2005/623 
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1.4.5 Other investigations 

No other investigations. 

1.5 Rules and regulations guiding the operations 

The vessel’s documents were valid and in order. The operating instructions of the pilot 
station were dated 4.10.2011. The operations manual of the West Coast VTS Centre 
had been updated on 21.3.2011. 

1.5.1 International agreements and recommendations 

The vessel-specific instructions are derived from the International Safety Manage-
ment Code, ISM. On the basis of this code the shipping companies draw a Safety Man-
agement System (SMS) which define safe practices in ship operation and ensure the 
implementation of these practices. SMS is periodically checked by the administration. 
The personnel should be trained and their knowhow maintained in accordance with the 
prevailing regulations. (The instructions should include e.g. safe practices concerning 
the cooperation with the pilot and communication with the VTS, even though not directly 
required by the code). 

There are regulations on lookout in the International Regulations for Preventing Colli-
sions at Sea (COLREG, 1972), in which rule 5, lookout, states that”Every vessel must at 
all times maintain a proper look-out by sight and hearing”. 

According to Section B-VIII/2 in the International Convention on Standards of Training, 
Certification and Watchkeeping for Seafarers (STCW-95), no person in charge of navi-
gational watch should be burdened too much or given such difficult duties that the effec-
tive performance of those duties suffers. 

IMO guidelines on pilotage and vessel traffic services 

The guidelines issued by the IMO are neither homogenous nor comprehensive. There 
are instructions only on drawing the voyage plan, bridge co-operation and going through 
vessel information prior to commencing the pilotage. In addition to this, the STCW 95 
Resolution defines e.g. the basic knowledge concerning pilotage included in the training 
of Master Mariners28. 

The principles of vessel traffic services have been described in several IMO docu-
ments29 which are based on the IALA recommendations (International Association of 
Marine Aids and Lighthouse Authorities). 

                                                  
28 Resolution A.960(23), 5 December 2003. Recommendations on Training and Certification and on Operational Procedures 

for Maritime Pilots other than Deep-Sea Pilots. 
29 SOLAS Regulation V-12 “Vessel Traffic Services”, IMO Resolution A.857(20) Guidelines for Vessel Traffic Services, IMO 

Resolution A.851(20) General Principles for Ship Reporting Systems and Ship Reporting Requirements, Resolution 
MSC.43(64) Guidelines and Criteria for Ship Reporting Systems, IMO Resolution A918(22) IMO Standard Marine Commu-
nication Phrases, IALA Vessel Traffic Services Manual (2008). 
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1.5.2 National legislation, orders and instructions 

Pilotage The Government Decree 10.3.2011/246 stipulates on the obligation to use pi-
lot. 

The Finnish Transport Safety Agency has defined the fairways to be piloted and their pi-
lot boarding areas. The pilot boarding areas marked on the chart are mainly located at 
the open sea. The objective has been to escort the vessels past the rocky waters. 

For operative activities, Finland has been divided into six pilotage areas with 25 pilot sta-
tions. The operations are based on the Finnpilot Pilotage Ltd service conditions. When 
the accident took place, the prevailing conditions were those of 1.1.2011 (the most re-
cent ones came into effect on 1.7.2012). There are three zones for the ordering of a pi-
lot: the Eastern, the Southern and the Western pilotage zones. The ordering of a pilot is 
divided into two steps. 

The agents of the inbound vessels supply the Pilot Order Centre with the weekly lists of 
inbound vessels. The vessel has to provide the Pilot Order Centre with advance infor-
mation 12 hours and make a pilot request three hours before arriving to the pilot board-
ing area. If needed, the pilot contacts the vessel with VHF when the vessel’s distance is 
less than an hour30. 

When leaving the port, the vessel has to provide the Pilot Order Centre with advance in-
formation 12 hours prior to leaving the port. A binding order shall be made two hours be-
fore departure from the port. 

Vessel Traffic Service. Vessels with the maximum length of at least 24 metres are re-
quired to participate in vessel traffic services by reporting to the VTS, by listening to VHF 
channel 9 and by complying with the regulations on operating on the VTS area. 

The sea areas of the coast of Finland are divided into six VTS areas. 

The traffic image of the VTS area and the related VHF radio communication are record-
ed at the VTS centres. The recordings are kept at least for 30 days. The various ser-
vices provided on the different VTS areas are described in the VTS area-specific guides. 

1.5.3  Quality systems 

Shipping company 

The quality and management system of the shipping company is based on the interna-
tional ISM Code. The operational instructions of Safety Management Manual (SMS) of 
the shipping company must include instructions on e.g. the embarkation and disembar-
kation of pilot. The master is responsible for the implementation of the vessel's Safety 
Management System. The classification society Germanischer Lloyd had been author-
ised by the flag state to audit the vessel and shipping company instructions, and has is-
sued the vessel a Safety Management Certificate, which is valid 29.3.2011–9.3.2016. 

                                                  
30 In the pilot ordering instructions there is no information on which VHF channel the vessel can use to contact the pilot when 

coming to the pilot boarding area. This is a customary international procedure. 
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Finnpilot Pilotage Ltd 

The Finnpilot Pilotage Ltd employs the ISO 9001 quality management system, which 
has been audited by Det Norske Veritas in 2011. Finnpilot Pilotage Ltd uses a non-
conformity reporting connected to the reporting of pilotage operations, in which possible 
divergences from the normal practices can be entered after each pilotage operation. The 
classification of non-conformities may include e.g. a technical failure onboard the vessel, 
a close call, collision with a quay, collision with a navigation mark etc. The non-
conformities are discussed at station meetings and when necessary, they are made 
known to a larger number of persons through intranet. 

Finnish Transport Agency / Vessel Traffic Service 

The unit providing Vessel Traffic Services did not have any quality system when the ac-
cident occurred. 
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2 ANALYSIS 

2.1 Method of analysis 

The analysis has been carried out by using the Accimap method31. The Accimap analy-
sis below, Figure 17, the analysing text and its structuring have been compiled by the 
investigation group in an interactive manner. The Accimap analysis has also been used 
in order to portray the incident and the contributing background in an abbreviated form. 

As a whole the situation evolved from the following premises: 

 A westerly wind blew 10–12 m/s. 
 The PHOENIX J had departed as usual with a pilot onboard. The pilot boat 

followed her. 
 Out at the sea the HARBOUR FOUNTAIN was waiting permission to pro-

ceed towards the pilot boarding area. The pilot was to transfer to this ves-
sel. 

 West Coast VTS monitored the traffic. 
 Visibility was good; the equipment of the PHOENIX J was in working order 

as was the fairway safety equipment. 
 The pilot, VTS, HARBOURT FOUNTAIN and PHOENIX J were aware of 

each other and could monitor each other's movements, when applicable. 

The direct cause of the accident was a human error: The Master of the PHOENIX J 
had not checked the vessel's position after the Pilot had disembarked the vessel and 
steered the vessel in a wrong direction. Human error as a cause does not, however, ex-
plain anything as such, so one has to try to identify factors in the actions of the various 
parties which led to PHOENIX J running aground. The concerned parties included the 
Pilot, the VTS operator and the Masters of the two vessels. 

The purpose of the orders made on the various organisational levels is to e.g. ensure 
the safe passage of the vessel from the open sea to port and then back to the open sea. 

The following section details (in italics) the Accimap analysis. 

Essential observations concerning Accimap include: the contents of the instructions of 
the Pilot and VTS as well as of the vessel’s safety management system, the practices 
which have arisen on the basis of the instructions and the cooperation between the Pilot 

                                                  
31 Accimap is a risk control method which has been built up to prevent accidents. It can, however, be used also in accident in-

vestigation in order to analyse the factors which have affected in the background and in choosing and targeting the most ef-
fective safety recommendations. According to the method, in high-risk activities there are many actors operating on different 
levels of decision-making. When analysing an accident, these actors should be identified. An accident is thought to be a 
chain of events. For each event in the chain, the first analysis concentrates on which technical and performance level hu-
man factors have contributed to the realisation of the event in question. The analysis is carried on upwards, level by level, 
and the objective is to find from the higher levels factors which have affected the activities on the lower level. In the Accimap 
chart compiled on the basis of the analysis, the various level actors are presented on horizontal levels and the chain of 
events proceeding from left to right is illustrated on the bottom-most level of the chart. The chain of events is described as 
separate events, which are combined with arrows describing how the chain of events proceeds. The connections between 
the events and the various-level factors explaining them are also described by using arrows. Source: J.Rasmussen ja 
I.Svedung, 2000, Proactive Risk Management in a Dynamic Society, Swedish Rescue Services Agency, Karlstad, Sweden. 
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/ Master / VTS. The functioning of the cooperation between pilotage and vessel traffic 
services is by no means self-evident as these operations belong to different implement-
ing entities. 

Figure 17. The organizations involved in the accident and the course of events. PJ 
stands for M/S PHOENIX J, HF for M/S HARBOUR FOUNTAIN and VTS for 
VTS operator. 

2.2 Events contributing to the accident 

The following events and their combined effect have been identified as factors contrib-
uting to the accident: 

2.2.1 Events during the pilotage 

The voyage plan of the PHOENIX J had not been marked on the ECDIS chart. The 
vessel’s voyage plan which was in chart-form and marked on a paper chart was not real-
ised as the vessel's route changed considerably when the Pilot disembarked the vessel 
before the actual pilot boarding area. The voyage plan had not been entered on the 
ECDIS chart prior to starting the voyage. The Pilot did not need this entry, but it would 
have facilitated monitoring the vessel's passage and especially its return to the correct 
route after the disembarkation of the pilot. The Chief Officer added the direction past the 
pilot boarding area only after the Pilot had disembarked the vessel. 

The Pilot disembarked the vessel before the pilot boarding area. When taking the 
weather conditions in to consideration, the disembarkation took place before the pilot 

Pilot agreed with PJ's 
master  that he would 
leave before pilot 
boarding area.   HF 
started to proceed 
early. Pilot put forward 
disembarkation from 
PJ, which took long.

Pilot was onboard the 
outbound PJ. At sea 
waiting for permission
to  proceed towards 
pilot boarding position 
was HF, to which the 
pilot was to transfer
after leaving PJ.

HF proceeded a long way past   
pilot  boarding area. VTS did not 
ask her to slow down. Pilot got to 
vessel only when it was near to 
the opening of narrow, dredged 
channel.  VTS monitored the more 
critical case, i.e. HF entering 
narrow passage. He zoomed 
display in such a way that  PJ could 
not be seen in it.

When VTS zoomed back,
display went dark, and 
VTS lost for a moment
knowledge where PJ 
was.  When VTS again saw
vessel, she was already 
close to shoal. VTS warned 
immediately, but vessel 
did not have time to 
change course.

The course of the events

According to pilots’ perception, 
shallows protect at westerly winds 
from waves on SE side of pilot
boarding position where there 
also  is enough water.

A practice has formed among 
pilots that at  least when wind
blows  from west, disembar‐
kation takes place before pilot 
boarding area.

Local
conditions

Persons

Instructions by 
organizations

National
legislation

International
legislation

Even if PJ's Master was for the 1st time to Rauma,

he did not check vessel’s position and continued 
route with pilot despite the fact that vessel was 
outside channel. Voyage plan was not on ECDIS chart.   
Master answered to pilot that everything was okay.

Finnpilot. If the pilot, due to special circumstances (weather or ice conditions), boards or 
disembarks the vessel at another point of the fairway than at the pilot boarding area, he/she must 
agree upon this with the master of the vessel and notify the VTS on VHF. In the course of pilotage, 
pilot must  together with vessel's master and/or OOW carefully monitor the vessel's passage and 
position.  (Finnish  Transport Safety Agency  is the controlling authority)

Vessel Traffic  Service 
Act and corresponding 
Decree. Duty of VTS  is 
e.g. to monitor the 
passage of ships and 
inform them about 
imminent danger.

Act: The pilot can, by agreement with the master,  board the ship or disembark outside the pilot 
boarding area if necessitated by weather or ice conditions. The Vessel  Traffic Service must be 
notified of this. Decree: Pilot boarding area stands for a place marked on the chart,  in the 
proximity of which pilot shall board/disembark vessel,  if allowed by weather  or ice conditions.
Transport Safety Agency regulation: Pilot boarding area stands for a place marked on the 
chart, in the proximity of which pilot shall board/disembark vessel,  if allowed by weather  or ice 
conditions.

IMO Resolution A 960 Recommendations On Training And Certification and

Operational Procedures for Maritime Pilots Other than Deep‐sea Pilots

IMO Resolution Guidelines

for Vessel Traffic Services

Safety
Management 
Systems, SMS

IMO Resolution 
international Safety
Management Code

Pilot acts as an advisor  for officers, 
and this does not free master/officers 
from responsibility to take care of safe 
navigation of vessel. Pilot asked Master, 
whether everything was clear.

A strong (10‐12 m/s) westerly 
wind was blowing  in the area. 
Pilot decided to disembark 
before pilot boarding area.

VTS  Operator  
monitored traffic.

National  laws
pertaining to the 

vessel’s safety
management 
system.

West Coast VTS,
internal 
instructions.
(Ministry of Transport 
and Communications 

supervises)

PJ’s master had lost awareness 
of vessel's position and did not 
follow course given by Chief 
Officer. Vessel steered sharply 
across channel, but remained 
on channel area for long time. 
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boarding area, a praxis which has become common in Rauma. This time the disembar-
kation took place exceptionally early, i.e. approx. four kilometres before the pilot board-
ing area marked in the navigational chart, apparently because there was a risk that the 
HARBOUR FOUNTAIN would proceed too far towards the narrow part of the fairway. 

As required by the regulations, the Pilot had agreed with the Master upon early disem-
barkation. The early disembarkation and the manoeuvre required for it became clear for 
the Master of the PHOENIX J at the latest when the Pilot notified the HARBOUR 
FOUNTAIN of his plan. 

The HARBOUR FOUNTAIN had, once it had started to sail towards the pilot boarding 
area, proceeded with such high speed that the vessel had clearly passed the pilot 
boarding area before the agreed time. The Pilot had contact with the vessel. He in-
formed a too optimistic time to the HARBOUR FOUNTAIN for the embarkation, because 
leaving the PHOENIX J took longer than usual because of the completed northern turn 
and the heavy sea. Because of this delay the HARBOUR FOUNTAIN started to ap-
proach the narrow passage of the fairway. 

2.2.2 Situational awareness after the Pilot had left the bridge 

Information exchange between the Pilot and the Master when the Pilot left the 
vessel was insufficient. Before leaving the bridge, the Pilot indicated the vessel’s posi-
tion on the ECDIS chart and asked the Master whether everything was in order and re-
ceived an affirmative answer. The new heading and the route back to the fairway and 
further to the open sea were not told to the Master, who did not enquire after them. Nei-
ther party made any confirmations regarding the subsequent route. Leaving the bridge 
was probably carried out in haste so that the HARBOUR FOUNTAIN would not proceed 
too far. The Pilot may have presumed that the Master was up-to-date regarding the situ-
ation because he had seemed to be skilful. In addition the vessel’s equipment was mod-
ern and functional. 

The Master of the PHOENIX J lost his perception of the vessel's position. During 
the pilot disembarkation manoeuvre, the PHOENIX J proceeded north, far outside the 
fairway area (Figure 7). The Master manoeuvred the vessel from the bridge wing. When 
he returned to the bridge, he could not monitor the passage of the vessel from the radar 
or from the electronic chart. When coming back to the middle console after the Pilot had 
disembarked, he was not fully aware of the vessel’s position. The vessel had to perform 
a long turn towards port, outside the fairway area, in order to get back to the fairway. 
This considerable divergence from the fairway may have confused the Master, especial-
ly as this was his first visit to Rauma. At the most the vessel was almost a kilometre on 
the starboard (northern) side of the fairway. 

The Chief Officer did not influence the passage of the vessel; he was concentrating on 
other duties. To the Master he recommended the course of 270 degrees, which would 
have taken the vessel past the shoal. He did not check that the Master employed this 
course. The Master probably chose the 254-degree course marked by the Chief Officer 
on the ECDIS chart after the Pilot had disembarked the vessel. This course led from the 



 

 
 

M2012-02
 

M/S PHOENIX J (ATG) grounding off Rauma 18.4.2012

 
 

 28

Rauma lighthouse to the pilot boarding area in Gävle. This corresponds with the vessel’s 
passage in the VTS recording. The cooperation between the Master and the Chief Of-
ficer did not work. The Second Officer, who had come to the bridge just before the 
grounding, was not yet up-to-date concerning the situation. 

2.2.3 VTS operations 

The VTS concentrated on monitoring the inbound vessel. The Pilot had contact with 
the HARBOUR FOUNTAIN and agreed on transferring to the vessel. The too optimistic 
schedule for this transfer may have had such an effect on the passage of the vessel that 
the vessel proceeded without reducing speed well beyond the pilot boarding area. The 
VTS did not try to slow down her passage and the vessel passed the pilot boarding area 
approx. 7 minutes before what had been agreed.32 

The VTS monitors and guides traffic in the fairways, but does not have such strong au-
thority to intervene with the manoeuvring as a pilot does. The VTS intervenes with the 
passage of the vessel only in a dangerous situation when the vessel's safety is jeopard-
ised. 

After the disembarkation of the pilot, the PHOENIX J started to proceed from the VTS 
operator’s perspective (and also from the Pilot's perspective) in a logical manner first 
towards the fairway and continuing towards the fairway centre line and was thus in safe 
waters. At that stage there was no reason to intervene with the passage of the vessel. 

When the Pilot had taken over the steering of the HARBOUR FOUNTAIN, the vessel 
was approaching the narrowest, dredged section of the fairway, and because of this the 
VTS operator started to monitor her more closely by using a zoomed display. The pas-
sage of the HARBOUR FOUNTAIN right at the southern edge of the fairway required 
special attention, whereas the PHOENIX J seemed to proceed safely in the fairway. 

The warning about the shoal did not come in time. The VTS operator’s display went 
dark for a moment when he zoomed it to the size in which the PHOENIX would appear 
on the screen. When the display was functioning again, the PHOENIX J had already 
passed the border of the fairway area and her course was directly towards the shoal. 
Complying with the instructions he had, the VTS operator checked the draught of the 
vessel, which took some time. After receiving the confirmation, he warned about the 
danger. When the warning was issued, the shoal was so close that nothing could be 
done. According to the VTS instructions, the VTS should warn a vessel about an immi-
nent danger. 

2.3 Significance of the instructions and practices of the organizations 

Legislation. The objective of pilotage is to bring the vessel safety to port and back to 
open sea, past the shoals, assisted by a pilot who is familiar with local conditions. The 
objective of the VTS is to guide vessel traffic and warn about a danger. The vessel's 
master is, however, always responsible for the passage of his/her vessel. All these op-

                                                  
32 There is nothing about agreeing on this in the VTS recording; information provided by the pilot. 
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erations are regulated by international agreements, Finnish legislation and rules and in-
structions issued by authorities, and their purpose is to ensure adequate safety. 

The personnel was trained, each person for his/her own special field. All persons 
had the required formal competence, necessary training, experience of his/her work and 
the instructions issued by their own organizations. All this did not prevent the accident 
from happening. The cooperation between the various partied is based on trust on the 
skills and knowledge of the other parties and on complying with the agreements and 
regulations. On the other hand, this trust raises the threshold to intervene with the ac-
tions of the other parties or to check that information has got through and been under-
stood in critical information transfer situations. The activities are too often too compart-
mentalized when each party tries to manage well its own area of specialty. The pilot-
Master cooperation and the caution of the VTS operators to intervene with the passage 
of the vessel constitute examples of this. 

Adaptation of practices. Persons who are able to perform their duties aim to act in a 
safe way but at the same time effectively33. In the long run, when the involved parties 
notice that the operations are carried out in a safe manner, the applied interpretations of 
the laws and instructions become more straightforward and new, cross-cutting practices 
evolve. An example of this is the pilots’ practice to disembark the vessel before the ordi-
nary pilot boarding area, which has become more frequent. The pilot regulations allow 
this in exceptional circumstances. 

Development needs of two kinds can be extracted from the analysis above. They have 
also been observed in the prior accident investigations related to pilotage. 

Developing the instructions of the organizations. 

 VTS must focus on the fact that the inbound vessel should not substantially pass 
the pilot boarding area before the pilot boards the vessel. 

 Finnpilot Pilotage Ltd must specify their instructions on the disembarkation from 
the vessel / boarding the vessel on the area between the pilot boarding area and 
the port. 

 The shipping company must specify its instructions in such a way that the mas-
ter has to confirm how the voyage is to be continued before the pilot leaves the 
bridge. 

Developing the cooperation between the VTS and Finnpilot Pilotage Ltd. 

 When the pilot disembarks the vessel, the VTS must monitor the passage of the 
vessel, especially if the pilot has left the vessel before the pilot boarding area. 
After the accident of the PHOENIX J, these organizations have made concrete 
suggestions regarding the specifying of the instructions; see Chapter 4 in the in-
vestigation report. 

                                                  
33 SidneyDekker, The Field Guide to Understanding Human Error. Ashgate Publishing Ltd, 2006, reprinted 2011. 
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Previous accidents. In appendix 2 there is a summary on the 8 accidents in Finland in-
vestigated by the Safety Investigation Authority in 2000–2012 which have occurred in 
connection with pilotage / pilot disembarkation. The small quantity shows that this acci-
dent type is rare indicating that piloting in general is safe. Observations on the improve-
ment of the cooperation between the VTS and pilots have been presented especially in 
the analysis and conclusions of the investigation report C1/2011M STADIONGRACHT. 

2.4 Alerting and rescue activities 

Alerts. The Master of the vessel notified the VTS about the situation immediately after 
the ground touching. In accordance with its instructions, the VTS immediately informed 
about the situation to the MRCC which launched rescue operations. The equipment 
alerted to the scene was adequate considering the situation, which was monitored con-
tinuously. 

Rescuing the vessel. The temporary tightening of the hull and pumping performed by 
the salvage company were executed in close cooperation between the vessel’s Master, 
the shipping company, the insurance company and the Finnish Transport Agency mari-
time inspectors. The vessel was not refloated until its leakages were under control and 
the weather was good enough. The safe passage of the vessel from Rauma to Germany 
was ensured by unloading the cargo and by the patching-work carried out by the divers. 

Significance of the damages. The vessel had run aground on a flat rock, there was no 
danger of listing and she could not sink deeper. She also did not glide off the shoal. The 
wind and sea did not turn strong. The leakages did not exceed the capacity of the ves-
sel’s pumps. There was no haste with the rescue activities, but there was time to plan 
the lightening measures to the bow and the temporary patching of the holes. 
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3 CONCLUSIONS 

3.1 Findings 

1. The visibility was good. 

2. Strong wind and heavy sea contributed to the fact that the Pilot disembarked the 
vessel before the pilot boarding area and the vessel had to navigate past the shoals 
using its own resources. 

3. The PHOENIX J would have avoided running aground if she had been piloted to the 
pilot boarding area. 

4. The engines, manoeuvring devices and navigating equipment were in working or-
der. 

5. The fairway safety equipment was in working order. 

6. There were no environmental damages. 

7. There were no injuries to persons. 

8. The inbound HARBOUR FOUNTAIN had passed the pilot boarding area too early 
and proceeded inwards without anybody intervening with the situation. 

9. The Pilot had to leave the bridge of the PHOENIX J with haste, because the HAR-
BOUR FOUNTAIN was proceeding too far. 

10. When the Pilot was leaving and after he had left, enough attention was not paid to 
the navigation on the bridge of the PHOENIX J. The cooperation between the Mas-
ter and the Chief Officer failed. The voyage plan had not been entered to the ECDIS 
display before the voyage. 

11. The VTS operator had no reason to monitor the PHOENIX J which was proceeding 
in the fairway, especially when at the same time another vessel was entering the 
narrowest passage of the fairway. 

12. The VTS operator could have warned about the dangerous course somewhat earli-
er had there not been disturbances in the display. 

13. The PHOENIX J suffered from minor damages in her bow. These damages led to 
leakages. 

14. The alert about the grounding was quick and complied with the instructions. 

15. After the grounding the crew of the PHOENIX J acted swiftly and carried out neces-
sary inspections. 

16. Refloating the PHOENIX J from aground was carried out in a controlled manner, 
with forethought and without jeopardising safety. 
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3.2 Events contributing to the accident 

The Pilot disembarked the PHOENIX J markedly before the actual pilot boarding area 
after agreeing on this with the Master (the heading was 80 degrees off the direction of 
the fairway). The disembarkation took place somewhat north of the fairway area to allow 
the Pilot’s transfer to the pilot boat in the lee of the wind. The inbound vessel, M/S 
HARBOUR FOUNTAIN, which the Pilot was to board next, had proceeded her voyage 
past the pilot boarding area and the Pilot decided to bring forward the transfer more than 
usual. The Master of the PHOENIX J lost his perception of the vessel’s exact position 
possibly because of sharp turn towards north and the manoeuvring required by the Pi-
lot's disembarkation. The vessel’s route had not been entered on the ECDIS chart. The 
Master changed the vessel’s course too early towards Gävle, approx. 254 degrees to-
wards the shoal, not to the course of 270 degrees recommended by the Chief Officer. 
The VTS operator monitored the Pilot boarding the inbound vessel, which had already 
proceeded far and close to the southern border of the fairway, where the fairway starts 
to narrow. As a result of this monitoring and the temporary disturbance in his display 
unit, the VTS operator noticed that the PHOENIX J was proceeding towards a shoal so 
late that the grounding could not, in spite of a warning, be avoided. 

The PHOENIX J case, too, highlighted the factors observed in the previous pilotage-
related accidents. These factors emphasize the need to improve instructions pertaining 
to both the organizations' own activities as well as their cooperation. 
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4 IMPLEMENTED MEASURES 

Pilotage Instruction. Finnpilot Pilotage Ltd completed the procedures described in its 
pilotage instruction as to the pilot boarding area in their new instruction, which entered 
into force on 3 May 201234. The following was added at the beginning of point 6: The pi-
lot must board the vessel or disembark the vessel in the proximity of the pilot boarding 
area. 

Cooperation pilots/VTS. The Finnish Transport Agency acting in its role as the VTS 
authority and Finnpilot Pilotage Ltd launched in 2011 a cooperation project in order to 
establish common practices. Management groups of both parties held in April 2011 their 
first joint meeting, which was preceded by an operational meeting held by the perform-
ing level at the Helsinki pilotage area. The objective is to have two-level meetings with 
regular intervals. Rauma pilot station and West Coast VTS met, expedited by the acci-
dent, in an already earlier appointed meeting on the cooperation on the Sea of Bothnia 
area.35 Below excerpts from the meeting memorandum: 

In order to improve the cooperation between VTS and pilots, common practices are 
agreed on. These practices clarify the operations and in this way advance the safety 
of vessel traffic. The objective is to improve the mutual communication and reciprocal 
situational awareness between the VTS and the pilots. 

These are not actual instructions, but the objective is to improve reciprocal aware-
ness of the other party’s needs and courses of action regarding pilot boarding and 
disembarkation situations. There are facts listed on the pilot boarding positions in the 
area which should be shared knowledge. 

The VTS monitors the movements of the vessel upon a request from the pilot, if the 
pilot concludes that the vessel will not, in spite of instructions, manage the situation 
on her own. In such situations the VTS must pay special attention to the proceeding 
of the vessel. If the pilot deems it necessary, the pilot, the master of the vessel and 
the VTS can together agree that the VTS issues navigational assistance to the ves-
sel after the pilot has disembarked the vessel and until the vessel is on a safe 
course. 

                                                  
34  Pilotage instruction, Helsinki 2 May 2012. 
35  Finnpilot Pilotage Ltd and VTS cooperation, the pilot boarding areas in the Sea of Bothnia area (Rauma and Pori), memo-

randum on 7 May 2012, supplement 22 August 2012. There is a corresponding document also for the Gulf of Finland area. 
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As to e.g. Rauma, the following was agreed upon: 

Due to weather conditions, the pilot can board/disembark the vessel outside the pilot 
boarding area. The pilot informs the VTS if this is done. 

 Vessels are not requested to move inwards if the pilot has not specifically re-
quested the VTS to do so. 

 The VTS can request vessels to slow down if it looks like the pilot boat does not 
reach the vessel in time. 

 The VTS oversees to that if the pilot transfers from the outbound vessel to the 
inbound vessel, the inbound vessel is not let to the Rihtniemi pilot boarding area 
east of the line between the Rauma lighthouse and the Reilander spar buoy be-
fore the pilot has disembarked the outbound vessel. The VTS must make sure 
that the vessel does not take a shortcut too early, in the proximity of the pilot 
boarding position, to the fairway or from the fairway because of the nearby 
shoals. 
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5 SAFETY RECOMMENDATIONS AND OBSERVATIONS 

5.1 Safety recommendations 

The related safety recommendations issued in other recent investigation reports are not 
repeated here (see NORDLAND, C6/2010M, STADIONGRACHT, C1/2011M). The fol-
lowing recommendations are consequent upon this case. 

The location of the fairway has in Rauma led, in order to ensure the safety of the pilot, to 
a procedure in which the pilot disembarks the vessel north of the fairway, before the pilot 
boarding area, when there are strong winds blowing from west. The VTS monitored the 
traffic image in accordance with its normal practice and noticed the dangerous situation 
too late. The VTS must be informed about atypical pilot disembarkation situations so 
that the VTS can monitor the vessel and make sure that it remains in the fairway long 
enough, past the shoals. 

Due to the accident, the Sea of Bothnia VTS Centre and the pilots have agreed upon 
closer cooperation. 

The Safety Investigation Authority recommends that: 

1. Finnpilot Pilotage Ltd and the Finnish Transport Agency in its role as the VTS au-
thority ensure that the practices on improving cooperation between the pilots and 
the VTS have been adopted in the Sea of Bothnia area and that the same practice 
is extended to involve all Finnish pilotage areas.  

If the pilot agreed with the master prior to the voyage or in good time during the voyage 
on the alteration in the voyage plan and informed about the vessel's approximate posi-
tion and course when disembarking, the master could anticipate any prospective naviga-
tional measures. 

The Safety Investigation Authority recommends that: 

2. Finnpilot Pilotage Ltd specify its pilotage instruction in such a way that the pilot, if 
the pilotage ends before the pilot boarding area, understands to indicate clearly to 
the master the position of the vessel and the route out past the pilot boarding area 
and makes sure that the master has understood the aforementioned. The pilot has 
to notify the VTS about disembarking the vessel. 

The VTS operator in the VTS center may have to monitor several vessels in 
navigationally challenging areas and conditions. To enhance the operational possibilities 
of the VTS operator to notice hazardous operations and to prevent dangerous situations 
one could have automatic alarms when vessels near or surpass given boundaries. As 
an example the situation of this accident when the vessel went outside the fairway area 
twice. The VTS operator could focus on problematic cases more effectively if in the VTS 
centers there was automatic alarming in use when a vessel crosses a given border.  

The Safety Investigation Authority recommends that: 
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3. The Finnish Transport Agency determines and implements automatic alarm bound-
aries in the fairways at places where they are considered to improve safety  

The timing of the pilotage operation is important, especially when the pilot is transferring 
from one vessel to the another. In chapter 4 in the Report it has been noted how 
improvements in the cooperation between the pilots and VTS has been agreed on. 
Concerning vessels in anchorage it is possible to further specify the instructions. Now 
the vessels decide to depart without agreeing on it beforehand with the VTS which might 
impair the possibilities of the VTS to monitor the general situation. In this accident the 
pilot transfer operation between the inbound and outbound vessels went not in an 
optimal way from the point of view of safety. 

The Safety Investigation Authority recommends that: 

4. The Finnish Transport Agency studies possibilities to specify the instructions of VTS 
given to the ships in such a way that anchored ships must ask VTS for permission 
before starting to move. 

5.2 Safety observations 

The Safety Investigation Authority has made the following safety observation based on 
the PHOENIX J case. 

In the course of pilotage the master of the vessel may leave the manoeuvring of the 
vessel entirely to the pilot and does not adequately monitor the passage of the vessel. In 
addition, he/she has to monitor the disembarkation of the pilot to the pilot boat in which 
case the vessel may significantly diverge from the fairway and its direction. Therefore 
the exact position of the vessel may not be clear for the master when the pilot 
disembarks the vessel. The audits of the vessel and shipping company SMS performed 
by the Finnish Transport Safety Agency and the Maritime Administration of Antigua and 
Barbuda should ensure that the systems in question require that the master and the 
officer of the watch check, together with the pilot, the vessel's position and continued 
route before the pilot leaves the bridge. 

 

 

Helsinki, 20 September 2013 

 

 

Olavi Huuska   Rainer Dahlblom 
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POSITIONS OF VESSELS AT 12.40–12.59 ACCORDING TO THE  
VTS-RECORDING. 

The PHOENIX J approaching the shoal based on screen prints from VTS- 
recording. At 12.42 the pilot boat leaves the side of the PHOENIX J. At 12.48.20 
the pilot boat leaves the side of the HARBOUR FOUNTAIN. The grounding and of 
the PHOENIX J happened approximately at 12.58 when the vessel stopped. 

 

12:40:30 12:42:00

12:43:38
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SOME ACCIDENTS IN CONNECTION WITH PILOTAGE. 

C2/2000M M/S AURORA, Dangerous Incident and Grounding South of 
Helsinki Pilot Station Harmaja on 6.3.2000 

Ro-ro vessel ms AURORA owned by a Norwegian shipping company Actinor, left 
Helsinki Sompasaari harbour for Rauma on March 6, 2000 at 14:53. On the bridge 
were the master, pilot, mate and helmsman. The wind was between southeast 
and south with speed between 18–20 m/s. 

Harmaja was passed on west side and the vessel was steered east from the south 
side of the pilot station so that the pilot cutter had lee on the port side of the 
vessel. Pilot left the vessel at 15:39. The pilot cutter got stuck on AURORA’s side 
and could not get loose and the cutter almost capsized. The three men onboard 
the cutter, skipper, deckhand and pilot got into a dangerous situation. This was 
not noticed in AURORA before the cutter called AURORA to slow down. After 
being about five minutes stuck on AURORA’s side, the cutter was able to get 
loose. The dangerous situation was caused by AURORA’s drifting angle and that 
the pilot cutter was not looked after from the vessel. 

The difficulties with the pilot cutter prevented AURORA to turn according to the 
plan and it got too far east from the fairway. The pilot and VTS Center gave 
instructions to AURORA to avoid grounding. However, AURORA grounded at 
Uusimatala at 15:53. 

The vessel got loose with her own engine immediately. Master reported the 
accident to the VTS Center and to Helsinki MRSC. Coast guard vessel 
MERIKARHU arrived at the site at 16:40. AURORA was moored again to Helsinki 
West Harbour at 19:00. Oil pollution recovery vessel HYLJE took oil from one 
damaged tank and Finnish Maritime Authorities gave AURORA a permission to 
move to Turku dry dock on March 11, 2000. 

C1/2008M M/S OOCL NEVSKIY, grounding south of Helsinki Pilot Station 
Harmaja on 27.2.2008 

The M/S OOCL NEVSKIY started her voyage from Helsinki to Kotka at about 
12.20 pm on 27 February 2008. The vessel was carrying 349 maritime containers. 
The pilot departed the vessel southwest of Helsinki Pilot Station Harmaja while 
she gave leeway by turning eastward in the prevailing southwesterly wind. Shortly 
after the pilot had departed the vessel, both the pilot and the VTS noticed that the 
vessel was heading towards the Uusimatala shoal. Warnings were issued and 
actions were taken to stop the vessel, but despite of these, the vessel ran aground 
at an approximate speed of seven knots. 

The M/S OOCL NEVSKIY ran aground on the Uusimatala shallow. The bottom of 
the vessel was damaged, and there was a minor leakage in her ballast tanks. 
There was no oil leakage to the sea. The vessel was inspected by divers, and it 
was decided to delay the salvage operation until the oil recovery vessel HYLJE 
arrived at the scene. 

The vessel was refloated from the shallow by tugs, and they assisted her back to 
West Harbour in Helsinki for a more thorough inspection and for reparation of the 
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damages in the bottom of the vessel. The M/S OOCL NEVSKIY continued her 
voyage to Kotka the following evening. 

The cause of the accident was human error in navigation. 

C3/2008M M/S ANNE SIBUM, grounding near Tainio Lighthouse on 2 
April 2008 

On 2 April 2008 M/S ANNE SIBUM was on a voyage from the port of Kotka to 
Germany and at 13:53, south of Orrengrund, the pilot disembarked. After having 
landed the pilot the master handed over the con of the ship to the Officer of the 
Watch (OOW). The vessel continued on the course 237.5°. However, after the 
next turn it passed over a shoal at 60°14.255’N, 026°24.160’E and, at 13:58, ran 
aground. The vessel reduced speed, turned back to the fairway and continued its 
voyage as the crew began to assess the damage. 

No leaks were detected and because, in spite of the damage, the manoeuvring 
equipment and the thrusters worked well enough, the master decided to continue 
the voyage. He notified the shipping company of the event. However, he failed to 
inform the Finnish authorities. While the location of the grounding is within the 
area of Kotka VTS, they did not notice the fact that the vessel had been outside 
the fairway. 

The accident was caused by an error in navigation. Inadequate bridge team 
resource management can be considered as a contributing factor. 

C1/2000M M/S OCEAN PRIDE, grounding at Orrengrund 6.3.2000 

The Norwegian cargo vessel OCEAN PRIDE owned by the Pride-Petrus 
Company grounded in the Finnish archipelago at Orrengrund in the evening of the 
6th of March 2000. The vessel was registered at the Norwegian NIS register and 
had a seven member multinational crew. The vessel was bound for Kotka from 
Ventspils. 

A southerly storm was prevailing in the Orrengrund area with gusts up to 24 m/s. 
The visibility was poor. The master got the advice to proceed to an unofficial pilot 
boarding place at the western tip of the Orrengrund island. The master regarded 
this as an order and followed it. When the mate left the bridge to pick up the pilot 
the master was left alone on the bridge. 

Slightly before the official pilot boarding place the master turned to port with the 
autopilot to heading 000 towards the western tip of the Orrengrund Island. Next, 
he tried to turn with the autopilot further to port to heading 340 with the intention to 
round the west shore of the Orren-grund island, but the steering gear did not 
react. He switched to manual but the steering gear did not obey his orders. He 
tried the autopilot again and manual steering the second time in vain. The steering 
gear did not respond. The Master's next move was to turn the emergency steering 
wheel to port. The steering gear responded but slowly. The vessel was already 
too close to the shore and stranding could not be avoided. The Master's last 
operational measures aimed to limit the consequences of the grounding. The 
imminent causes of the accident were the storm, bad visibility, steering gear 
failure and poor manual steering system. 
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The investigation found several hidden latent errors with regard to the vessel. The 
master did not know the procedures related to the unofficial pilot boarding place. 
He was not aware of the fact that the VTS centre will not provide steering 
commands for reaching the new pilot boarding place. 

The previous master had requested an increase in the manning for the Baltic 
traffic but the company had not agreed. The small manning led to a situation were 
the master had to violate the STCW rules for fitness on duty for his own part. The 
master was alone and there was not a one-man navigation and steering point. He 
had to navigate with the radar in poor visibility and he had to steer simultaneously. 
The master had to deviate from his original passage plan. This situation would 
have required accurate steering commands by the pilot organisation but the 
master did not get the information he needed. 

C5/2009M M/S EMSRUNNER, grounding off Kalajoki on 11 December 
2009 

Cyprus flagged M/V EMSRUNNER arrived in ballast from Sweden to load peat in 
port of Rahja at Kalajoki in Finland. After taking the pilot on Kalajoki pilot boarding 
place the vessel grounded under pilotage, outside of fairway area, into the shoal 
of Välimatala. 

The vessel got tears to the bow ballast tank to her port side, dents to the fore peak 
area, tears to the bilge keel and some dents to bottom plates on starboard side. 
Furthermore there were some damages in the bow thruster room. There were no 
leakages or environmental damages. 

After investigations performed in the harbour by the Maritime authority and 
classification society, installation of an additional pump into the bow thruster room 
and giving the detailed casualty report, the vessel got the permission to sail to 
repair shipyard in Estonia, where the damages were repaired. 

C1/2011M M/S STADIONGRACHT (NL), grounding off Rauma on 29th 
December 2010 

The Dutch-flagged M/V STADIONGRACHT ran aground in the 10.0 metre-deep 
southern fairway to Rauma at 00.15 on 29th December 2010. The grounding 
occurred in a position which is approximately 2.7 miles (5 kilometres) from the 
pilot boarding position in the direction to the port. A nine-metre shoal indicated by 
a lateral spar buoy is located in the area. 

The STADIONGRACHT was just about to finish her voyage from Kotka to Rauma. 
She was carrying kaolin. After passing the pilot boarding position south of the 
Rauma lighthouse, the vessel proceeded towards the beginning of the 10.0 metre 
navigation line so that the Pilot could embark her. The Pilot was onboard 
VECHTDIEP and was coming to meet the STADIONGRACHT. A pilot cutter was 
waiting in the fairway in order to transfer the pilot from one vessel to the other. 

The operator of the West Coast VTS had informed the STADIONGRACHT that 
the Pilot was coming to meet her and further that the pilot cutter was on her way. 
The STADIONGRACHT passed the pilot cutter and the outpiloted vessel and 
proceeded without stopping towards the tapering part of the fairway. The Pilot saw 
the situation from the VECHTDIEP and contacted the VTS-operator by his mobile 
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phone. The VTS-operator immediately called the STADIONGRACHT on a radio 
telephone and recommended that the vessel turn and wait for the pilot. The 
message was acknowledged by the STADIONGRACHT and she started a turn via 
port. During the turn the vessel ran aground and stopped. 

The bottom of the STADIONGRACHT was seriously damaged, especially where 
the ballast tanks were located. There were no damages to persons or the 
environment. 

It was found out in the investigation that the turn was made via port because the 
Master had various reasons to consider this direction better. The VTS-operator did 
not interfere with the turning direction of the vessel. 

The STADIONGRACHT was manoeuvred past the pilot boarding position 
because the communication and the observation of the pilot cutter had led to the 
misconception that the Pilot was waiting onboard the pilot cutter and was going to 
board the STADIONGRACHT later, after the pilot boarding position. 

It was found out in the investigation that the practice with reference to the pilot 
boarding positions is wide-ranging: passing the pilot boarding position and 
boarding the vessel later is not that unusual. The communication preceding the 
course of events between the VTS, the vessel and the Pilot was scarce and made 
misinterpretations possible. 

The VTS has a high threshold to interfere with the navigating of vessels even in 
unusual circumstances. 

The Safety Investigation Authority made three recommendations. It was 
recommended that the Maritime Department at the Finnish Transport Agency 
increased the efficiency of VTS operators’ training thus aiming at encouraging 
operators to use their full authority. The Finnish Transport Safety Agency was 
recommended to increase the status of pilot boarding positions: according to the 
law, the pilot can board/disembark a vessel elsewhere than at a pilot boarding po-
sition only in exceptional circumstances. Finnpilot Pilotage Ltd was recommended 
to draw clear instructions to pilots on the commencement and ending of pilotage 
by always using standard messages. 

Finnpilot Pilotage Ltd and the Maritime Department at the Finnish Transport 
Agency have launched a joint project in order to create common working practices 
and make the communication of the actors more effective, which is to be regarded 
as a very necessary project. 

C6/2010M M/S NORDLAND (NLD), Grounding in the Archipelago Sea on
13 October 2010 

On 12 October 2010 at 22:30 the Netherlands-flagged MS NORDLAND, in ballast 
condition, departed Turku for Pietarsaari. The master, a pilot and a lookout were 
on the bridge. However, immediately prior to the accident the lookout was not on 
the bridge. The ship's joystick hand steering was used as the vessel cast off and 
only later, on the fairway, was the ship's autopilot switched on. The pilot used the 
ship's only radar. No suitable electronic navigational charts for the voyage were 
available. 
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While the pilot independently steered the vessel the master monitored the 
passage on his own computer and paper chart. This was done in complete 
silence. No communication ensued when the vessel approached wheel over 
points (WOP). The pilot kept adjusting the course without informing the master of 
his decisions. 

Upon approaching the Rönngrund narrows the course over ground (COG) was 
268°. At 00:02, abeam of Östra Långgrundet island, 0.25 NM from it, the pilot first 
set the autopilot heading to 300°, followed by 324° and then 335°. When he 
noticed that the turn could not be completed as he had planned, and that the radar 
return of the east spar buoy was lost in sea-clutter, he requested the use of hand 
steering. By the light of a torch the master located the rudder control button and 
engaged the joystick hand steering, which the pilot then commenced to use. At 
this point the vessel was in the red sector of Rönngrund, on a 310° COG. The pilot 
turned the rudder 20° to starboard, which increased the rate of turn (ROT) to 
54°/min. Soon after this the pilot placed the rudder amidships. Right then, at 0:07 
and at the heading of 338°, the vessel ran aground between Paukut and 
Hopialuoto islands at 60°16.2’N 021°47.2’E. 

The inaccuracy of ships positioning in mid-turn contributed to the accident. Other 
contributing factors included inadequate bridge team resource management and 
steering, as far as dividing the turn into three segments is concerned, as well as 
unsuitable autopilot settings for navigating in the archipelago. Unsatisfactory 
application of the vessel's Safety Management System (SMS) at the practical level 
is considered to be the root cause of the accident. 

Lessons learned. A properly prepared safety management system per se does 
not render a sound system. Its usefulness also relies on effective practical 
implementations as well as frequent reviews. Meticulous voyage planning, an 
elemental issue, also deserves to mentioning. This includes a clear delegation of 
responsibilities for the voyage. It is imperative that the bridge team share a 
common view of the steering inputs which are required during the voyage. 

Safety Investigation Authority, Finland recommends that the shipping company 
and Finnpilot Pilotage Ltd take prompt action in applying bridge resource 
management in such a manner that the ship's crew and the pilot share a common 
view on the voyage plan and its implementation as well as the use of steering 
controls and the steering manoeuvres to be executed. Another recommendation is 
given to shipping company to take action which brings the port side radar and the 
electronic chart system up to par with the navigational requirements of the 
archipelago. 

M/S BARENTSZDIEP (NLD), collision with the edge mark off Oulu on 
10.1.2012 

M/S BARENTSZDIEP was laden with timber when she departed Oulu at 4.00 on 
10 January 2012. The voyage plan was not gone through prior to the voyage and 
the Pilot did not present his own plan to the Master. The Master took care of 
turning the vessel in the dock basin. After the vessel had been turned, the Pilot 
took over the manoeuvring. To start with, he used manual rudder and later on in 
the fairway he switched over to automatic steering. During the voyage the pilot 



Appendix 2/6 (6) 

 

boarding area was changed from a northerly location to a more southern location 
near Holma upon a request made by pilot. The VTS was not aware of this change. 

The pilot boat came to the side of the vessel as early as 3 NM before the southern 
pilot boarding area, but it suffered from problems in staying there because of the 
west-south-westerly swell. The Pilot was down on the deck; however, he could not 
transfer to the pilot boat because of the abovementioned reasons. The Master 
was alone on the bridge and the vessel was on automatic steering, which can only 
be operated from the middle console of the bridge. At the time of the accident, the 
Master was mainly on the port bridge wing because of the departure of the Pilot. 
The Pilot asked the Master to turn the vessel on a more southerly course of  
190°–180°. This change of heading did not provide enough lee for the pilot boat 
so the Pilot requested a turn on course 160°. After the vessel had turned on this 
course, the Pilot was able to board the pilot boat at approx. 7.30. The vessel 
continued turning after that and reached the heading of 152.8°. 

The Master was fully concentrated on the safe departure of the Pilot, and he did 
not at that instant notice that the vessel had proceeded close to the Holma edge 
mark. The Pilot warned the Master about the proximity of the Holma edge mark 
from onboard the pilot boat as did the deckhands who were on the deck. It is 
worth noticing that the accident occurred when it was dark but that the edge mark 
was lit with a white flashlight and that there was no lookout on the bridge. The 
deck illumination used in connection of the departure of the Pilot reduced 
possibilities to make observations. The Master saw the edge mark on the port side 
approx. 20–30° and 2–3 cables from the bow. The Master steered to starboard by 
using automatic steering when the speed was according to the S-VDR approx. 4.2 
knots. As the vessel was fully laden, she did not turn as was hoped and collided 
with the edge mark port side first at 7.31. 

So many duties had built up on the Master that he was not able to manage them 
alone. These duties encompassed the control of the vessel’s motion state 
including speed control, use of autopilot, monitoring of the heading, outlook, 
monitoring of the radar and communication with the Pilot as well as observing 
what was happening on the deck. The modification of the voyage plan upon the 
Pilot’s request and the manoeuvring orders given by the Pilot from the deck level 
can be considered as contributing factors. 

The bridge must always be appropriately manned to ensure the safe navigating of 
the vessel in all circumstances. Pilot boarding/disembarking must be realised in 
such a way that the vessel has enough berth to provide lee for the pilot boat and 
to return back on a safe course. 

As a result of the investigation, the Safety Investigation Authority recommends to 
the Finnish Transport Agency and the Finnish Meteorological Institute that they let 
install such appliances to the safety equipment that it is possible for seafarers to 
access real time information on the state of sea on the pilot boarding area and in 
its immediate proximity. In addition, the Safety Investigation Authority 
recommends to Finnpilot Pilotage Ltd and the Finnish Transport Agency that they, 
after the collaboration meetings of all pilotage areas in the entire country have 
been held, compile a common operating instruction for the VTS centres and pilots. 
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